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Dictation Time Length: 07:51
February 25, 2022
RE:
Patrick Sullivan
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Sullivan as described in the reports listed above. He is now a 65-year-old male who again reports he was injured at work on 04/11/13. He left the office, went out, and tripped over bumpers in the walkway. He could not get up. He called the owner for help. He believes he injured his back, right shoulder, and right knee as a result, but did not go to the emergency room afterwards. He had further evaluation leading to what he understands to be diagnosis of a torn rotator cuff and failed back syndrome. He continues to receive pain management from Dr. Corda. He denies any subsequent injuries to the involved areas. He did provide a typed list of his medical history and associated details. These include that he had a bursal removal from his left elbow in 1980, carpal tunnel surgery on both arms in 1994, failed back syndrome repair/rods and screws in 2010, right shoulder rotator cuff repair in 2013, right carpal tunnel repair again in 2019. He had a spinal cord stimulator implantation in 2016. He relates he had a back injury in 2006, was diagnosed with failed back syndrome treated with rods and screws. He had already undergone spine fusion in 1991 due to a herniated disc.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: The examinee arrived in a wheelchair. He had a wound VAC in place for a bedsore on his left buttocks. He also had a spinal cord stimulator in place. He stated over the past year he lost 100 pounds secondary to ulcers. The evaluation was essentially performed fully while in his wheelchair.
UPPER EXTREMITIES: Inspection revealed flexion contractures of the left small finger as well as the right index, ring and long fingers and right small finger. He remained in a T-shirt. His wife helped him don and doff his shirt. Inspection revealed atrophy of the web spaces bilaterally, but no swelling or effusions. Skin was normal in color, turgor, and temperature. Right shoulder abduction was full to 180 degrees with tenderness. Flexion was to 165 degrees without tenderness. Motion of the shoulders, elbows and wrists was otherwise full in all spheres without crepitus or tenderness. He could not fully extend the fingers on the right greater than left hands. This also resulted in decreased fine motor skills. Gross motor manipulation was intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 4/5 for resisted right and left hand grasp, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

SHOULDERS: Normal macro
LOWER EXTREMITIES: He rolled up his sweatpants revealing that there were bandages over his ankles. He was able to sit with his hips flexed at 90 degrees. Motion was otherwise full in both hips in all spheres except for extension which could not be tested. Motion of the knees was full without crepitus or tenderness. Motion of the ankles was fairly limited. Deep tendon reflexes and pinprick sensation could not be adequately performed. Manual muscle testing was 0/5 for left plantar flexor strength compared to 4/5 on the right, bilateral extensor hallucis longus strength 2/5, quadriceps strength 4/5 bilaterally. Hamstring strength could not be tested while remaining in his wheelchair. Similarly, provocative maneuvers could not be adequately performed in the lower extremities
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 40 degrees, extension 45 degrees, bilateral rotation 60 degrees and bilateral side bending 35 degrees. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: Inspection of the lumbosacral spine revealed normal posture and lordotic curve. We were unable to visualize the scars on his lower back due to his decreased mobility. We were able to detect a right paravertebral musculature subcutaneous stimulator and see the wound VAC in the lower left lumbar spine. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. He was tender to palpation about the right greater trochanter, but not the left. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.
IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Patrick Sullivan was injured at work on 04/11/13 as described in my prior report. Since that time, he received an Order Approving Settlement on 03/28/18. This was in the amount of 66.66% of partial total. He then applied for an increase, but does not seem to have undergone any additional diagnostic testing or treatment.
His current clinical exam was notable for several issues that will not be reiterated at this point pending Laura’s inclusion of them. He had remained in his wheelchair. He states he has suffered from failed back syndrome. My opinions relative to permanency and causation are the same as marked in the prior report.
